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: dirty areas had an operable exhaust.
t The findings include:
. Observation on September 19, 2011 at 11.00

not work upon testing.

1 Based on observation, the facility falled to assure

. a.m. revealed the restroom exhaust fans on the
i north wing in patient rooms 201, 211 and 215 did

schedule.

|
i
H
i
!
i
|
|
i
|
!
:

all exhaust systems weekly for four
weeks then monthly for three
months. Then, the audit will take
place on the regular preventive
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1 1 :
K 067 . NFPA 101 LIFE SAFETY CODE STANDARD : K 087| :
$S=0 ! !K-OG? .i
Heating, ventilating, and air conditioning comply | i ] _ :
with the provisions of section 9.2 and are installed ‘ 1) The exhaust fans in rooms 201, 211 .
in accordance with the manufacturer's | and 215 were repaired by our :
; specifications.  19,5.2.1, 9.2, NFPA 904, maintenance stafT, f
19.5.2.2 :
) i 2)  All exhaust systems were inspected !

) P!

; by the Maintenance Director to !
ensure proper operation. ]
This STANDARD is not met as evidenced by. 3) The Maintenance Dircctor will audit J

4) The Maintenance Director will i
submit the audit results to the
Quality Assurance Committee,
consisting of the Medical Director,
the Dircctor of Nursing, and at least

: three other staff members, monthly

for three months at which point the

Quality Assurance Committee will

i determine the necessity for further

monthly review, The administrator

will monitor to assure continued .

compliance has been maintained i
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Any deficiancy statement ending with an asterisk (*) denotes a deficlency which the Insutut!on/n-éy be excused from co

mecting providing it is detbrmined that

other safeguards provide sufficiant protection to the patlents. (See Instructions.) Excopt for nursing homas, the findings statad above are disclosable 90 days

foliowing the date of survey whether or not a plan of correction is provided. For nursing homes,

the above findings and plans of carrection are disclosable 14

days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of comection Is requlsite to continuad

program participation.
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